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A Report of Four Cases of Acute Disseminated Myelitis, with 
Retrobulbar Degeneration of the Optic Nerves.—Dr. 
Ward A. Holden, New York City. 

All these patients, adults, had sensory disturbances in the 
trunk and limbs, and more or less complete paraplegia. These 
conditions continue to the present time in two patients, while 
the two others are dead of respiratory paralysis. In this dis- 
ease, foci of degeneration lie scattered through the spinal cord; 
and the vessels that run in from the pial sheath to these foci are 
surrounded by cellular infiltrations. The fact that these foci 
of degeneration have an accidental distribution along the 
arteries entering the optic nerve from the pial sheath leads to 
ocular clinical pictures that are unusual, and may be puzzling. 
Visual disturbances may precede, accompany, or follow the 
spinal symptoms. The fields of vision in the three cases in 
which they could be determined were peculiar. In one there 
was excessive eccentric contraction of the field with fair central 
vision, and in two there was hemianopsia for certain test ob- 
jects in one eye alone. No autopsy material was obtained other 
than a portion of the cervical cord in two cases. Photomicro- 
graphs of sections of these cords show characteristic foci of 
degeneration, and also the arteries, with cellular infiltration 
about them, running from the uninfiltrated pial sheath to the 
areas of softening. 
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A Case of Periodic Fugacious Episcleritis—Dr. Albert C. Snell, 
Rochester, N. Y. 

The patient was a woman of forty-two years, with recurring 
superficial episcleritis at each menstrual epoch. There was a 
history of attacks extending over a period of five years and still 
recurring. She has been under my personal observation for 
two years. ‘ihe season does not appear to have anything to do 
with the occurrence of attacks. I have since seen another case 
in a man. 


The Serum Treatment of Sympathetic Ophthalmia.—Drs. 
George S. Derby, Bosten, Mass., and H. N. Pratt, Louis- 
ville, Ky. (By invitation). 

Dr. Derby: The first use of serum in this disease was by Zur 
Nedden, in 1906. The patient, a girl of twelve, was discharged 
well in ten weeks. My patient developed severe uveitis of the 
right eye following injury to the left. There was no improve- 
ment under inunctions and massive doses of sodium salicylate. 
The injection of serum from a patient recovering from sympa- 
thetic disease was followed by marked improvement. A _ sub- 
sequent recurrence necessitated further injections of serum at 
intervals during eight weeks. The patient was discharged with 
useful vision. The same procedure was attempted in several 
other cases with different sera, but without marked results. If 
the improvement in this one case be regarded as merely a strik- 
ing coincidence, it must be allowed that it was of unusual con- 
sistency. The serum will not work in every case. We have 
too little knowledge, as yet, to give the reasons. The best dose 
is probably not less than thirty cubic centimeters. We believe 
that further observations along this line are very desirable. 


DISCUSSION. 

Dr. R. N. Randolph, Baltimore, Md.: It really looks as if 
we had in this serum a powerful remedy for sympathetic 
ophthalmia; but the difficulty that exists in getting the serum 
makes it doubtful whether we are justified in changing our atti- 
tude toward injured eyes. There are more cases of this disease 
reported than there used to be, and I think that this is largely 
due to the existence of a more venturesome spirit in treating 
diseased corneas by means of salicylate of soda. In the cases 
of children, particularly, I believe that we should take no risk. 

Dr. J. N. Claiborne, New York City: I might state that six 
er eight years ago, Dr. E. B. Coburn and myself persued a 
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number of investigations along these lines. The results of these 
experiments were absolutely negative. Our conclusion was that 
one cannot influence in rabbits a sympathetic ophthalmia by the 
injection of a corresponding serum into the venous system. 
These experiments were the first of that kind in this country. 

Dr. Derby: I can assure you that the improvement in this 
case was remarkable. It was similar to the action produced in 
cases of diphtheria by the injection of antitoxin. The pupil 
dilated and the vision improved. 


Dystrophia Epithelialis Cornee (Fuchs); Report of a Case.— 
Dr. Arnold Knapp, New York City. 

Under this title, Fuchs has described degenerative changes in 
the cornea (opacity; surface-unevenness, with vesicles and loss 
of sensibility) occurring in the aged without known cause. My 
patient was a woman, eighty-one years old, who, after a suc- 
cessful cataract operation without signs of inflammation or 
glaucoma, developed these curious corneal changes. The other 
eye was operated on twelve years ago, and presents similar, but 
more pronounced changes in the cornea. 


A Case of Gonorrheal Conjunctivitis, with Arthritis Preceding 
Conjunctival Discharge by Four Days.—Dr. M. H. Post, 
St. Louis, Mo. 


The patient was a child of three years. There was no pre- 
ceding vaginitis. Arthritis of the left wrist and shoulder was 
followed, four days later, by a conjunctival discharge full of 
gonococci. I have no doubt that it was a case of gonorrhceal 
arthritis. This may be caused by gonorrheeal conjunctivitis. 
However, the conjunctiva was not the original seat of the in- 
fection in this case; and the conjunctivitis followed the arthritis. 
If the patient had had a prior vaginitis, which had been over- 
looked, we must inquire whether there is such a disease as metas- 
tatic endogenous gonorrhceal conjunctivitis. It seems probable 
that the explanation of my case is that gonococci located in the 
vagina entered the blood. The gonococci, still living in the cir- 
culation or in the pelvis, found lodgement in the subserous tissue 
and developed the arthritis; and some of the gonococci lodged 
in the submucous tissue of the conjunctiva, producing a con- 
junctiy itis; or some of them, escaping into the orbital cavity, 
found their way into the conjunctival sac and lighted up an in- 
flammation similar to that which follows the introduction of 
gonococci directly into the conjunctival sac and from outside 


228 Forty-Seventh Annual Meeting 


sources. This latter seems to the writer the most probable ex- 
planation in this case. 
DISCUSSION. 

Dr. Randolph: I should like to ask Dr. Post whether the 
nasal cavities were examined in his case. 

Dr. F. H. Verhoeff, Boston, Mass.: This description shows 
that the condition which is described as neuropathic conjuncti- 
Vitis is identical with that of neuropathic keratitis. In a certain 
number of cases, gonorrhoea will be associated with a neuro- 
pathic herpes of the conjunctiva. It might, therefore, be called 
a gonorrheeal conjunctivitis. In a large percentage of these 
cases, however, there are also joint lesions, which suggest that 
the condition is due to toxins. These probably act on the nerves 
or ganglia, and not directly on the cornea. 

Dr. Allen Greenwood, Boston, Mass.: I want to call atten- 
tion to the case of a young woman who had a gonorrhceal 
adenitis followed by infection of many of the joints and, a few 
days later, by an acute conjunctivitis, the discharge showing no 
gonococci. A few days after this, a severe iritis occurred, which 
lasted for several months. It seems to me that this was a typical 
case of intoxication from the gonococci. 

Dr. Randolph: It would be a good thing for us to investigate 
our cases of ophthalmia neonatorum, in order to learn whether 
there is any metastatic arthritis. 

Dr. T. B. Holloway, Philadelphia, Pa.: Dr. Holt investigated 
a large number of cases in the New York Hospital, and found 
arthritis in many of them. Ina series of cases gone over by me 
in the Philadelphia Hospital, no instances of arthritis were 
found. 

Dr. Post: The nasal cavities were not examined. The case 
was a typical one of gonococcic ophthalmia. If the gonococcus 
escapes into the joint, is it not possible that it can escape into 
the conjunctival sac? and, having entered this, is it not possible 
for it to light up a conjunctivitis, just as if it had come from 
ancther source? 


A Protest Against the Indiscriminate Use of the Organic Com- 
pounds of Silver in Ophthalmic Practice-—Dr. Samuel 
Theobald, Baltimore, Md. 

These compounds—protargol and argyrol certainly—are un- 
questionably more liable to produce conjunctival argyria than is 
silver nitrate. Before their introduction, this was a rare condi- 
tion, being practically never seen except in old cases of tra- 
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choma. Now it is relatively common. For this reason, they 
should not be used when other remedies are really efficacious. 
An observance of this rule would very nearly limit their em- 
ployment to gonorrheeal and trachomatous conjunctivitis ; espe- 
cially are they contraindicated in catarrhal conjunctivitis, in 
which they are now so generally prescribed; because in a colly- 
rium of zinc sulphate and boric acid we have a remedy that is 
more surely and promptly efficacious. 

DISCUSSION. 

Dr. Lucien Howe, Buffalo, N. Y.: A very excellent report 
on this subject was made by a committee of the Section of 
Ophthalmology of the British Medical Association. It con- 
tained the statement that the proportions of silver in these 
compounds vary greatly. If they are as efficacious as some 
think, this is evidently not due to the amount of silver that they 
contain. Before adding to the amount of advertising that we 
have given to various proprietary compounds, it would be well 
for us to examine our records to see whether we do get the re- 
sults that we think we get from them, and whether we could not 
obtain as good results from some other remedies that we have 
known of for a long time. 

Dr. Alexander Duane, New York City: In using solutions 
in the eye, the only antiseptic that has a practical value is nitrate 
of silver, in the limits of time that a solution in the eye can act. 
Therefore, we are thrown back on detergent solutions. In this 
capacity, argyrol has an important value. It works well in 
acute cases in which there is secretion, and also in cases of ob- 
struction of the lacrimal duct. I do not remember but one case 
of argyrosis from instilling argyrol into the conjunctival sac. 

Dr. Walter B. Johnson, Paterson, N. J.: In employing nitrate 
of silver, one knows the strength of the solution in each instance, 
and there is very little danger of argyrosis. These proprietory 
medicines are not what we have been led to believe them to be. 
Because a particular firm of druggists exploits a certain form 
of silver, it is not necessary for us to seize upon it as a panacea 
for all the ills that the eyes are heir to. 

Dr. Theobald: The fact that we can use these organic com- 
pounds of silver so much more freely and frequently in the eye 
than we can nitrate of silver, and can use them in so much 
greater strength, more than offsets the disadvantage of the small 
amount of silver that they contain. I am a firm believer in the 
use of protargol in gonorrhceal conjunctivitis for both adults and 
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infants. A possible argyria is of secondary importance, if we 
have a more trustworthy therapeutic agent. 


The Operation of Excision of the Tarsus and Conjunctiva 
(Heisrath) in Old Trachoma, Together with Demonstra- 
tion of a New Instrument and Description of a New 
Method for Performing the Operation.—Dr. J. H. Clai- 
borne, New York City. 

Expression has been considered as indicated for trachoma in 
the florid stage and for trachoma that is marked by cicatriza- 
tion with abundant granulation. In the latter stages of the dis- 
ease, however, the results of expression are disappointing. In 


- the first patient, the result of the more radical procedure in both 


eyes was an entire cure. The result was the same in other cases. 
I consider this operation indicated in all cases of trachoma in 
which cicatrization has commenced, and in which pannus and 
keratitis are present. It shouid be done, however, only as a last 
resort. In cases in which expression will answer, this should 
be employed. In the operation as performed by me, the hands 
of the operating surgeon alone are around the eye. The clamp 
used is the result of a number of experiments. My experience 
convinces me that the tarsal cartilage in a cicatricial state is the 
cause of all our woe in old trachoma. The operation is prac- 
tically bloodless, and can be done in from ten to fifteen minutes, 
thus differing from other methods. . 
DISCUSSION. 

Dr. D. W. Hunter, New York City: I have a device invented 

by my office nurse in 1909. It is very simple, and works with- 
out trouble in the operation of Heisrath and in resection of the 
palpebral portion of the lacrimal gland. 
_ Dr. M. L. Foster, New York City: Provided that we can 
make a positive diagnosis, I think that this operation may be 
employed for either adults or children. It is certainly contra- 
indicated, however, in doubtful cases. It should be employed 
whenever there is severe chronic trachoma, with pannus and 
ulcerative keratitis ; and for cases in which the keratitis remains. 
Kuhnt’s excision of the cartilage, on the contrary, should be 
employed when there is no trachoma left, and the entire con- 
junctiva is changed into a cicatricial mass. 

Dr. Claiborne: I do not know how the operation can be per- 
formed, unless there are spikes to hold the clamp still. This 
operation is indicated, not only in cases of old trachoma, but 
alse in those of horny granulation. 
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A Case of Ring-Sarcoma of the Ciliary Body.—Dr. A. N. All- 
ing, New Haven, Conn. 

The region of the ciliary body is occupied by a flat, black, 
slightly prominent mass, which in part involves the iris, and at 
several points extends through the sclera, forming irregularly 
rounded prominences on the anterior surface. The growth is a 
sarcoma, composed of large, endothelium-like cells and spindle 
cells. 

DISCUSSION, 

Dr. Randolph: I feel sure now that a case that I saw six 
weeks ago would ‘come in this category, though I did not recog- 
nize it as such at the time. These little excrescences looked very 
much like glands. The tension was a striking characteristic of 
the case. It is striking how seldom you find high tension in 
cases of sarcoma. When we consider the possibility of over- 
looking a tumor of this kind, we see the importance of using a 
mydriatic in all cases in adults. 

Dr. E. Fuchs, Vienna, Austria: I have seen four cases of 
ring sarcoma, in all of which the iris showed merely a swollen 
condition and a changed color. It is often impossible to make 
_ the diagnosis of sarcoma in these cases, because one finds the 
iris too intensely fixed. 

Dr. Verhoeff: If there is obstruction of the angle, the an- 
terior chamber ought to be deepened; but this was not so in 
this case or in one that I have. Therefore, it seems probable 
that the glaucoma was not due to that, but to some other cause. 


Exhibition of Specimens: (a) Smallest Sarcoma of the Choroid ; 
(b) Neuromata of the Ciliary Nerves——Hofrath Prof. E. 
Fuchs, Vienna. ; 


I believe these to be the smallest specimens of sarcoma of the 
’ choroid hitherto known. There were three cases in all. In 
one, the sarcoma was so minute that it could not be seen by 
means of the ophthalmoscope. The only positive evidence that 
these small tumors are sarcomas would be an aggressive and 
destructive growth, which could not be expected at such an 
early stage. The diagnosis must, therefore, be based upon the 
character of the cells composing them. In the first and third 
case, the tumor was composed of closely packed spindle cells, 
with scarcely any pigment. In the second case, the pigment 
cells composing the tumor assumed in part a polygonal shape, 
and lay contiguous to one another, like spindle cells. We may 
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_ learn from these cases that the sarcoma may originate in the 


layer of large vessels termed Keller’s layer; it may be com- 
posed of spindle cells from the beginning, and deep pigmenta- 
tion may be present from the very start. 

I have found neuromata in two atrophic eyeballs. In both 
cases the minute tumors were composed nearly exclusively of 
nerve-fibers ; so that they were genuine neuromas, and not neuro- 
fibromas. 

DISCUSSION. 

Dr. George E. de Schweinitz, Philadelphia, Pa.: A few years 
ago, Dr. E. A. Shumway, of Philadelphia, and myself showed 
two growths of the choroid. Dr. Fuchs, in his recent elaborate 
paper on sarcoma, referred to these, and stated that we had 
left it open whether they were to be regarded as sarcomas or 
degenerated chromatophores: He has just pointed out that 
young sarcomas never form chromatophores. One of our cases 
was a melanoma, and the other a sarcoma of the choroid. 

Dr. Fuchs: In explanation, I would say that I had not seen 
the original paper, but only a short report of it. Dr. de 
Schweinitz has shown me his specimens, and I am quite con- 
vinced that he is right. 


A Probable Cyst of the Retina.—Dr. George S. Derby, Boston, 
Mass.. 

Cysts of the retina in connection with separation of that mem- 
brane have often been found after the eyeball has been removed, 
but the clinical observation of this condition is very rare. The 
writer's patient was a man forty years of age, a laborer, with a 


‘history of failing sight in both eyes for two years. His gen- 


eral health had also been poor. Examination showed double 
retinal separation. In the right eye, there was transparent separa- 
tion of the whole lower half of the retina up to and above the 
disk. On the temporal side of the disk, overhanging its edge, 
there was a spherical swelling of the retina, projecting forward 
six diameters into the vitreous. The surface was covered with 
small vesicles. At the first examination, the swelling was 
slightly smaller than the optic disk. Six weeks later, it seemed 
to have increased somewhat in size. A diagnosis of probable 
retinal cyst was made. 


Report of Two Cases of Pulsating Exophthalmos Cured by Li- 
gation of the Common Carotid and the Internal Carotid. 
—Dr. William H. Wilder, Chicago, Il. 
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Both cases were due to blows upon the head. Exophthalmos 
was marked, but pulsation was very slight. In Case 1, relief - 
immediately followed ligation of the common carotid, and per- 
manent cure resulted. In Case 2, ligation of the common caro- 
tid gave relief from the bruit and the head noises, but the 
exophthalmos did not recede completely. A recurrence of the 
bruit and an increase in the exophthalmos took place two months 
after the ligation. The internal carotid of the same side was 
then ligated, with complete relief of all the symptoms; and the 
results have been permanent up to date. A slight impairment of 
speech and paresis of the left forearm followed ligation of the 
internal carotid. 

DISCUSSION. 

Dr. Samuel D. Risley, Philadelphia, Pa.: I should like to 
inquire whether, after the ligation of these arteries, there were 
intraocular hemorrhages in either of the cases. Some time ago, 
I reported one instance in which, forty-eight hours after the 
operation, when I made an opthalmoscopic examination, I 
found extensive hemorrhages that had been absent before the 
operation. 

Dr. Carl Fisher, Rochester, Minn.: A similar case was oper- 
ated on about a year ago by Dr. Charles Mayo. This patient 
had a pulsating exophthalmos of the left eye, for which a liga- 
tion of the common carotid had been done some time before. 
Through some accident, this eye had afterward been lost. Three 
years later, the patient developed pulsating exophthalmos of the 
right eye. The vision remained fair, but was slowly diminish- 
ing. Dr. Mayo clamped a stout tin spring around the vein. He 
then closed the artery as much as he could, allowing vision to 
remain, so as to develop collateral circulation through the basilar 
arteries. It is hoped that enough collateral circulation may be 
developed to enable the woman to retain her vision. 

Dr. Emil Greuning, New York City (the President of So- 
ciety): I have had two cases of pulsating exophthalmos both 
operated on by ligation of the common carotid. There was 
almost immediate improvement of the sight, and no hemorrhage 
occurred. 

Dr. Wilder: There were no retinal hemorrhages in either of 
my cases. The question arises whether one should resort to 
compression of the artery as a temporary expedient, or should 
ligate such large vessels as the common and internal carotid or 
whether one should practice the procedure advised by Dr. de 
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Schweinitz, ligation of the ophthalmic vein. I should hesitate 
to do the latter until I had resorted to other procedures, as I 
should fear embolism somewhere in the body, particularly in 
the brain. 

Dr. de Schweinitz: In the monograph written by Dr. Hollo- 
way and myself, we made the statement that of the six or seven 
cases on record at that time, the operation of ligation of the 
ophthalmic vein had been successful in all, which was more 
than could be said of ligation of the common carotid. We after- 
ward, however, heard of a case that was not successful, liga- 
tion of the vessels at the angle of the orbit having been followed 
by venous thrombosis and death. 


Concerning Certain Tumors of the Orbit and Certain Conditions 
Simulating Neoplasms of the Orbit; Being a Clinico- 
Pathological Contribution, with a Report of Six Cases.— 
Dr. G. F. de Schweinitz, Philadelphia, Pa. 


Case 1 was a sarcoma of the orbit that in its earlier stages 
simulated unilateral exophthalmic goiter, in a young woman. 
The contents of the orbit were eviscerated, and there was no 
recurrence in two years. Case 2 was a sarcoma of the right 
orbit that presented symptoms closely simulating those of pul- 
sating exophthalmos. It occurred in a midle-aged man. Liga- 
ture of the common carotid reduced the proptosis and stopped 
the pulsation. The exophthalmos returned in a few months, 
without pulsation, but with marked exposure-keratitis. A large 
sarcoma was removed from the upper portion of the orbit with 
preservation of the eyeball and practically complete restoration 
of visual function. Case 3 was a cystic growth of the left orbit, 


' clinically believed to be sarcoma. It occurred in a young girl. 


Both growth and eyeball were removed. On removal of the 
eye, a mass, partly cystic and partly solid was enucleated with- 
out removing the orbital contents. There was no return after 
two years. Case’4 was one of right exophthalmos simulating a 
tumor in the posterior portion of the orbit, but due to psammoma 
of the middle fossa of the skull. It was in a middle aged 
woman. A postmortem examination was made, with dissections 
of the orbit and surrounding structures, as well as a histological 
examination of the tumor. Case 5 was a slight left exophthal- 
mos, with downward displacement of the eyeball and limited 
upward and outward movements, in a middle-aged man. There 
was no syphilitic history, but mercurial treatment resulted in a 
perfect cure, with complete restoration of the eye-movements 
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and position. Case 6 was one of left exophthalmos and slight 
downward displacement, with fixation of the eyeball and com- - 
plete blindness. It occurred in a young girl. There was rather 
sudden and complete loss of vision. - Antisyphilitic treatment 
caused complete restoration of vision. 

DISCUSSION, 

Dr. Johnson: The general feeling is that upon the diagnosis 
of orbital tumor of a possibly malignant character, immediate 
operation is desirable, but two cases of Dr. de Schweinitz bear- 
ing all the marks of malignant disease responded to antisyphilitic 
treatment with satisfactory results. In a case in which the peri- 
osteum is involved and strips readily, leaving the bone in a 
fairly good condition so far as appearance goes, it would be 
well not to continue the operation of evisceration of the entire 
orbital contents. 

Dr. George F. Libby, Denver, Col.: In regard to Case 3, 
which was in a member of my own family, I wish to say that a 
very good general surgeon had diagnosed the condition as sar- 
coma three years before Dr. de Schweinitz saw the patient. 
Under treatment with iodide of potash and general hygienic 
measures, she seemed to improve for a year and a half, with 
undoubted recession of the growth. 

Dr. Edward Jackson, Denver, Col.: I saw the same patient 
with Dr. de Schweinitz. This case teaches that one cannot be 
guided by even the strongest probabilities in arriving at a diagno- 
sis. I felt reasonably sure from the history that it was a case of 
sarcoma, but it was not. 

Dr. E. A. Shumway, Philadelphia, Pa.: In connection with 
these cases, I would report the case of a boy of sixteen years 
with exophthalmos. The X-ray showed the probability of a 
growth beneath the eye. This growth was quite readily reached 
at the operation through the lower lid. It was a solid’ tumor. 
Many of these growths can be removed without resection of the 
temporal wall. 

Dr. de Schweinitz: Regarding the growth that simulated 
exophthalmic goiter, I would say that I should have restored 
the eyeball to position, except for the reasons that I have de- 
tailed. Subsequent examination showed not only an ordinary 
spindle-cell sarcoma, but also sarcoma of the ocular muscles; so 
probably the surgical judgment was correct. In the case re- 
ferred to by Dr. Libby, the tumor could have been removed 
without sacrifice of the eyeball; but the diagnosis of sarcoma 
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seemed so clear to everyone who examined the patient that I 
decided to enucleate before being forced to eviscerate. The 
most interesting case, I think, is that of intradural tumor of the 
optic nerve. The slides from this case are not yet completed, 
but it is the impression of the pathologist that it is a glioma. It 
had all the symptoms of an orbital growth, but was due to ex- 
ophthalmos, and to brain tumor. 


Subsequent History of a Case of E.xostosis of the Orbit Re- 
ported to the Society in 1907.—Dr. William N. Sweet, 
Philadelphia, Pa. 

The tumor grew from the plate of the ethmoid bone, and after 
removal measured 41x25 mm. There was no recurrence. A 
purulent discharge from a fistulous opening near the inner can- 
thus that had existed for eight years was regarded as being due 
to lacrimal disease. An operation performed in 1905, after 
diagnosis of frontal sinus disease by means of the Réntgen rays, 
resulted in cure. 


Phantom Intraocular Tumor—Dr. Arnold Knapp, New York 
City. 

The patient was a woman seventy-three years old, with pro- 
trusion of the left eye. Palpation at the margin of the orbit 
was negative, except at the upper inner angle, where a nodular 
pulsating mass was felt. The optic nerve was normal. The 
fundus showed arteriosclerosis of the vessels, with a few small 
hemorrhages; and below, in its periphery, there was a shallow 
detachment. The pupil was dilated, and there was a round, 
brownish swelling back of this on the temporal side. Tension 
was normal. The diagnosis of intraocular tumor with orbital 
extensicn seemed clear. The growth was thought to be a melano- — 
sarcoma of the ciliary body. Enucleation showed cystic de- 
generation of the retina, with distinct changes in the epithelium 
in the pars ciliaris retine. The tumor recognized clinically was 
presumably a large cyst or detachment, which ruptured on open- 
ing the eye immediately after removal. 

DISCUSSION. 

Dr. Fuchs: I mentioned to Dr. Knapp a similar case of 
tumor springing from the nasal side. It was brown, and 
seemed perfectly solid; but, by means of transillumination, it 
was found to be so transparent that it was considered possible 
that it might be a non-pigmented tumor. I punctured it with a 
needle; and it collapsed and remained much smaller than be- 
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fore. It was seen after this that it was only a large cyst spring- 
ing from the ciliary portion of the eye. 


The following four papers were discussed together : 


The Position of the Eye the Element of Safety in the East 
Indian Extraction in Capsule.—Dr. Myles Standish, Bos- 
ton, Mass. 

The mechanical reasons that prevent the loss of the vitreous 
are these: After the incision has been made and the anterior 
chamber evacuated, the line of traction from the point of in- 
sertion of the inferior rectus to the lower edge of the wound 
passes directly through a considerable bulk of the anterior por- 
tion of the vitreous. Consequently, the torsion on the cornea 
and sclera anteriorly in this line tends to compress the vitreous 
and to force it into the wound. Whereas, when the patient 
looks upward, there is practically no compression of the vitre- 
ous in the short distance between the lip of the wound and the 
insertion of the superior rectus. It has been suggested to me, 
also, that the flexibility of the cornea, which constitutes the 
lower lip of the wound, is much greater than the flexibility of 
the upper lip, which is immediately supported by the sclera. 
Therefore, the line of torsion on the corneal lip tends to raise 
the center of the wound to a very obtuse V-shaped angle, which 
would favor the loss of the vitreous. Another factor of safety, 
when the patient looks upward, is that it is a movement that is 
not customary and, consequently, is not so quickly and violently 
made upon suggestion. The normal amount of movement 
downward is much greater than that in the upward direction. 
All these factors undoubtedly combine to make the upward posi- 
tion one of much greater safety. 


Extraction of the Cataractous Lens in Capsule—Dr. Robert 
Sattler, Cincinnati, Ohio. 

Intracapsular extraction has its limitations, and the utmost 
judgment must direct a disinterested and impartial choice in the 
selection of cases. Rarefaction with brittleness of the zonula is 
a senile change long known, but its easy rupture through press- 
ure movements against the outside of the globe is a new fact 
and an important disclosure of the Smith method, which is 
selected by me from choice in cases in which I can distinctly 
make out the presence of a swollen or rounded lens, with addi- 
tional objective evidence that the equatorial regions are not too 
angular. In certain cases, I prefer the older method. These 
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include slowly advancing lenticular sclerosis or desiccation in 
older subjects. The cases most favorable for intracapsular re- 
moval are those with lenses that have not undergone the great- 
est shrinkage in size and increase in hardness, and which still 
retain an approach to the globular or swollen type, and whose 
equatorial regions are still rounded. I now advise and practice 
preliminary iridectomy before an intracapsular operation. 


The Iris in the Intracapsular Operation for Cataract.—Dr. 
Andrew Timberman, Columbus, Ohio. 


The importance of the role played by the iris in any cataract 
operation has long been recognized. I always do an iridectomy, 
believing that, as Smith asserts, I shall then have fewer pro- 
lapses. Apart from the cases in which the prolapse is due to 
injury, it will occupy the portion of the wound having the least 
support; that is, midway between the two angles of the ex- 
cision wound. There are three steps in doing an iridectomy: 
fixing the eyeball, grasping the iris and pulling it out, and ex- 
cising a portion of it. The usual procedure is to have an as- 
sistant fix the eyeball, and the operator do the rest; but, as 
fixation of the eyeball is the step requiring the most skill and 
judgment, it seems to me that it is better to have the assistant 
perform the excision of the iris. Smith’s method has the ad- 
vantages of. less instrumentation within the aqueous chamber, 
less liability to rupture the anterior capsule, and less irritative 
handling of the sensitive iris. It is doubtful whether prolapse 
of the iris occurs more frequently after the intracapsular than 
after the old capsulotomy method, and the contingencies that 
arise as the result of. the retained capsule and cortex outnumber 
the disadvantages caused by the loss of the posterior capsule as 
a supporting membrane. In the intracapsular operation there is 
almost no danger of iritis; and even when it occurs, it is robbed 
of many of its terrors. On the other hand, replacement of the 
iris, when displaced during the operation, is more easily effected 
than when the posterior capsule is left in situ. . 


Cataract Extraction with the Least Trauma.—Dr. A. E. Ewing, 
St. Louis, Mo. 

The method consists in a prolonged holocain and a short co- 
cain anesthesia; fixation with the double fixation forceps, to 
insure proper counterpuncture; incision with either a keratome 
or a counterpuncture knife; a small iridectomy at the center of 
the corneal incision; abscission cf the anterior capsule with the 
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toothed scissors, making one central bite and one bite to each 
side, just above the center; replacing the iris with a thin silver ~ 
spatula; gentle irrigation of the wound and the conjunctival 
sac with a normal saline solution, not intraocular; fixing a band- 
age with collodion about the orbit; attaching the ring mask to 
the temples and forehead with collodion; the performance of 
the operation on the bed that the patient is to occupy; and re- 
dressing ninety-six hours after the operation. 
DISCUSSION, 

Dr. Myles Standish: I have done a number of operations by 
the Smith method, and have done them in the class of cases that 
I now understand that Dr. Smith considers the easiest ones; 
that is, those cases in which there is a central opacity of the lens 
that has remainned stationary for an indefinite length of time. 
My earlier cases were not operated so nearly according to 
Smith’s method as I had supposed, but in the last year or two I 
believe that I have approximated his method. So far, I have 
had no accident and have obtained most excellent results. I 
hope that the members of this society will not allow their preju- 
dices to prevent their perfecting themselves in this operation. 

Dr. F. M. Wilson, Bridgeport, Conn.: I have seen Dr. Smith 
operate, and was not carried away with admiration for his 
manual dexterity; but his ability to make pressure on the eye 
and to stop this pressure at the proper time is something that 
excited my admiration. The selection of cases is fairly difficult. 
This operation was born of necessity. Dr. Smith had not suf- 
ficient help to enable him to give the patients that after-attend- 
ance that is necessary in our method of operation. An import- 
ant element in the operation is its lack of fussiness. Nothing 
is aseptic except the knife and the field of operation. 

Dr. Timberman: If you will visit Smith’s clinic, you - will 
learn what will be of value to you in your practice, even if you 
continue to employ the old method of cataract extraction. For 
instance, you will see demonstrated a simple method of using 
the spoon in order to prevent the escape of the vitreous during 
the extraction of the lens. The last thing that he does before 
operating is to douche the eyes of the patients thoroughly with 
a 1:2,000 bichloride solution. Nothing unfortunate ever hap- 
pened from the free use of bichloride in his clinic, and I have 
therefore gone back to its use in my practice. 

Dr. G. O. Ring, Philadelphia, Pa.: It would be interesting to 
have Dr. Timberman tell us something about the final results 
of these cases. 
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Dr. Timberman: That is rather hard to do, because there are 
so many cases; and they are not seen by him subsequently tinless 
a report is made to him by the nurse or the attendants that some- 
thing has gone wrong. They go home usually on the tenth day, 
and are not seen subsequently. 

Dr. Standish: Do they go away without having had glasses 
adjusted ? 

Dr. Timberman: A great many of them do. 

Dr. M. H.. Post, St. Louis, Mo.: The results of Dr. Ewing 


‘have been very good. I have seen his cases, and he has had 


much less than the usual amount of traumatism showing after 
the operation, the eyes clearing up more quickly and being un- 
usually free from the membrane following the ordinary opera- 
tion for cataract. 

Dr. Sattler: I should like to ask Dr. Ewing how he disposed 
of the capsule after excising it. 

Dr. Ewing: I thought it best to have something to remove 
the capsule with after the snip had been made, so I devised these 
scissors. The last operation was done entirely with the scissors, 
no forceps being used at all. I made only a single snip, and the 
lens came through that small opening. The lens capsule should 
be freely divided, in order to have an easy delivery of the lens. 
By removing the lens with the scissors one gets rid of the an- 
terior capsule and perhaps has not so much of the after effects 
of secondary cataract. 

Dr. Ring: Since the double fixation forceps came out, I 
have used no others. They hold the eye very firmly, so that 
there is no chance of slipping when one makes the counter- 
puncture. 

Dr. Randolph: I want to ask whether Dr. Ewing has had 
any.case in which he regretted not having opened the eye sooner 
than the fourth day. I have always made it a rule to look at the 
eye the next day after the operation. 

Dr. Ewing: In my first cataract operation, I opened the eye 
on the second day, and had a very bad result, which I had to 
correct by iridectomy. Since then, I have let the eyes alone, 
and have never had a closed pupil. 

The Field of Vision in Tabetic Atrophy of the Optic Nerve.— 
Hofrath Prof. E. Fuchs, Vienna. 


Uhthoff states that the cases of tabetic atrophy in which the 
field of vision presents a central scotoma constitute about two 
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per cent. of all the cases of tabetic atrophy. According to my 
experience, they are more common; as I could pick out not less 
than thirty from the histories of my private patients alone. The 
common opinion is that the central scotoma is not a sequela of 
the tabes, but is to be considered as a complication with a simul- 
taneous syphilitic retrobulbar neuritis. I believe, however, that 
we have to do with the same kind of gray degeneration that is 
characteristic of tabetic atrophy in general. As a rule, the spots 
of gray degeneration are located in the optic nerves, but they 
may exceptionally locate themselves farther back in the chiasma. 
According to my belief, bitemporal hemianopia is in most cases 
of tabes to be considered, not as an accidental complication due 
to retrobulbar inflammation, but as a genuine tabetic affection. 
DISCUSSION. 

Dr. de Schweinitz: I should like Dr. Fuchs to be kind enough 
to tell us whether the results of his observation indicate that the 
excessive use of tobacco and alcohol has any bearing upon the 
existence of the central scotoma. I had always supposed that 
instances of central scotoma were much rarer than two per cent. 
of all cases of tabetic atrophy, yet he has found it present in 
thirty per cent. of these cases. 

Dr. Edward Jackson, Denver, Col.: The mapping of the 
field of vision must depend largely upon technique; and I am 
sure that others, as well as myself, would be interested if Dr. 
Fuchs would digress far enough to go into the question of tak- 
ing the measurements of the visual fields. 

Dr. Lucien Howe, Buffalo, N. Y.: I should like to ask what 
form of perimeter Dr. Fuchs employed. I have found that if 
the center of the eye did not correspond with the center of the 
are of the perimeter, it was not difficult to get almost any kind of 
field that was desired. 

Dr. Fuchs: It was not thirty per cent. of cases of tabetic © 
atrophy that showed a central scotoma, but thirty cases out of 
many hundreds. All the patients were men, as is usual in tabes; 
and there was not one of them that did not smoke. The man from 
whom the specimen came was a very heavy smoker. If it had 
been a toxic scotoma, stopping the use of these drugs would 
have brought about an improvement in the scotoma. I used 
McHardy’s Self-Regulating Perimeter, the ordinary perimeter 
and the campimeter. If you examine the patient on subsequent 
days, you will not find the results exactly alike ; because the fixa- 
tion is not sure. The figures given are the median results of 
three to five days’ subsequent examinations. 
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Pathology of Superficial Punctate Keratitis, with Remarks on 
Neuropathic Keratitis in General, and on a Hitherto Un- 
described Lesion of the Iris (with lantern demonstration ). 
—Dr. F. H. Verhoeff, Boston, Mass. 


Superficial punctate keratitis (Fuchs) is a form of neuro- 
pathic keratitis. The corneal lesions consist of slowly formed 
necrotic leucocytic infiltrates seated beneath Bowman's mem- 
brane, and are due to the action of pyogenic diffusible toxic sub- 
stances arising at nerve terminals. Clinical evidence indicates 
that the causal nerve lesion is in the ciliary ganglion, and that it 
is probably due to the elective action of a systemic toxin on 
certain of the ganglion cells therein. In this affection there 
sometimes occurs well-marked focal proliferation of the iris 
bloodvessels. This observation confirms the view that vascular 
nevi are neuropathic in origin, and suggests that certain angio- 
mata arising later in life may have a similar origin. Disciform 
keratitis (Fuchs) is essentially of the same nature as superficial 
punctate keratitis, and is likewise neuropathic in origin. Trau- 
matic relapsing keratitis is due to a state of irritability in the 
peripheral ganglion cells of the corneal nerves, resulting from 
intense stimulaton of the nerve terminals. 


Some Questions Concerning the Method of Development and 
the Pathology of the Retinitis of Bright's Disease (with 
lantern demonstration).—Dr. N. M. Semple, St. Louis, 
Mo. 

It is generally agreed to differentiate the circulatory and the 
degenerative disorders of the kidney from the primarily inflam- 
matory affections, the latter constituting true Bright’s disease; 
but this classification is not absolute as there are forms of both 
acute and chronic nephritis in which the degenerative changes 
seem to predominate, but which are yet classified under the name 
of Bright's disease. From its clinical history, the retinitis of preg- 
nancy would seem to differ from the disease as found in other 
forms of- Bright’s disease. A satisfactory explanation of this 
is to be found in the severity of the toxemia and the promptness _ 
with which the causative agent or agents can be removed. The 
condition of the kidney occurring during pregnancy is of the acute 
diffuse parenchymatous type, with rapid degenerative changes. 
It is probably due to a severe toxemia from grave disturbance of 
_metabolism and elimination during the course of gestation. 
Other organs of the body may be primarily attacked by the dis- 
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ease, the kidney showing little or no disturbance in its function. 
In regard to the question of the dependence of the retinal dis- 
ease on changes in the retinal vessels causing interference with 
the proper nutrition, I still maintain the position that I advo- 
cated ten years ago, viz.: that there are cases of marked involve- 
ment of the retina in Bright’s disease in which the retinal and 
choroidal vessels are practically normal. The ‘most reasonable 
explanation for the development of the disease in the retina is 
that the toxins of the blood act as the direct offending agent, 
and this before affecting the vessels to an extent histologically 
demonstrable. 


The following two papers were discussed together : 


The Mechanics of Choked Disk.—Dr. Myles Standish, Boston, 
Mass. 

My case exemplifies the mechanics of choked disk. Following 
an operation on the mastoid, there was thrombosis of the lateral 
sinus; although it still remained permeable. The patient was 
operated en, ligature of the jugular vein being done. There was 
an increase of choked disk on the side operated upon, followed 
by similar appearances in the other eye. These symptoms finally 
subsided, and the patient recovered. . 


The Relation of Choked Disk to Intraocular Pressure.—Dr. 
Walter R. Parker, Detroit, Mich. 


The use of the tonometer has demonstrated, first, our inability 
to determine accurately the tension of the globe by the use of the 
fingers; and, secondly, that there is a marked variation in the 
normal tension, the exact amount. still being undetermined. 
This variation is present, not only in different individuals, but 
also in different eyes of the same individual. If one considers 
the cranial and spinal cavities and canals as a part of a hydraulic 
system, one finds that their fluids, under increased pressure, 
either from tumors or from other causes, follow the hydrostatic 
law and exert pressure equally in all directions. Such increased 
pressure will manifest itself first at the point of least resistance. 
Consequently, when the intracranial pressure overcomes the re- 
sistance at the papilla, cedema will appear. If the tension of the 
globe in the two eyes is the same, the cedema will appear at the 
same time in each eye; but if the tension in the two eyes is dif- 
ferent, the cedema will appear first, other things being equal, in 
the eye showing the least tension. As the swelling increases, 
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the resistance at the papilla must increase. Otherwise, the 
swelling would not stop at even seven or eight D. While the 
number of cases (six) is far too small to establish a fact, it 
would seem that choked disk in cases of increased intracranial 
pressure appears first in the globe showing the least tension. 
If we accept the mechanical theory as to the cause of choked 
disk the same result should, as a rule, be obtained in cases of 
brain tumor. 
DISCUSSION. 

Dr. Samuel D. Risley, Philadelphia, Pa.: I should like to ask 
Dr. Parker whether, in his observation of a thousand cases of 
intraocular tension, he has noticed any variation in the tension 
of healthy eyes. With reference to Dr. Standish’s interesting 
case, I could not help but inquire, in my own mind, as to 
whether he was justified in regarding this as a case of choked 
disk or incipient choked disk, or whether the symptoms did not 
rather bear out the diagnosis of neuroretinitis. 

Dr. T. B. Holloway, Philadelphia, Pa.: If Hill's theory of 
the volumetric measurement of tension is correct, this increase 
in the height of the papilla and the intraocular growth would 
cause compression of the capillaries. If it did so in the choroidal 
veins, it would produce a narrowing of the anterior chamber, 
as in glaucoma, and a rise of the tension within these capillaries. 
A rise in tension in the ciliary veins would be quickly taken 
up by the uveal system. The tension in Schlemm’s canal “would 
rise, and there would be an increase in the intracranial tension. 

Dr. B. Alexander Randall, Philadelphia, Pa.: The signs of in- 
tracranial involvement are exceedingly variable, and the choked 
disk and other symptoms cannot be counted upon as positive or 
negative evidence in a considerable proportion of the cases. 
The pressure symptoms may be quite local, and the problem of 
hydrostatics frequently does not apply. The pulse, in these cases 
of intracranial pressure, is usually slow in comparison with the 
temperature and respiration. 

Dr. E. V. L. Brown, Chicago, Ill.: It is largely a matter of 
technique, as to what interpretation we place on the readings of 
the tonometer. The result given by Dr. Parker represents the 
findings with simply one weight, after one examination, when a 
weight had been found that would bring the swing of the pen- 
dulum within the proper limits. As a usual thing, there is a 
variation of four millimeters between the highest and the lowest 
of any three weights. Even were the average of three weights 
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taken, the possibility of error would be too great to enable one 
to draw any conclusions. 

Dr. Gruening: In thrombosis of the lateral sinus, there is at 
times some choked disk, but most cases have none or very little. 
I have published a case in which all the sinuses of the brain 
were thrombosed, yet in which there was no choked disk. 

Dr. Standish: In the article that I mentioned, a number of 
authors were quoted as stating that about eight per cent. of all 
cases of mastoid disease had choked disk. Regarding the ab- 
sence of choked disk when thrombosis is present, that would 
depend upon whether the collateral circulation is sufficient to 
take care of it. It seems to me that the terms neuroretinitis, etc., 
are entirely artificial. If neuroretinitis means inflammation, it 
‘would not apply to my case. 

Dr. Parker: So-called normal eyes have the finger tension 
well varied between fifteen and twenty-five millimeters. Dr. 
Brown has entirely missed the point of the paper. He was talk- 
ing about the absolute tension of the eyeball, but I was merely 
aiming to get the relative tension at a particular time. It 
makes no difference whether I make a mistake of five or six 
millimeters in the absolute tension or not. This error will be 
constant -in the two eyes, and will not vitiate the result. In 
using the tonometer, we take the weight that will bring the indi- 
cator between one and four, inclusive. 


Intestinal Sepsis as an 4Etiologic Factor in Cardiovascular Dis- 
ease and Associated Ocular Affections—Dr. Samuel D. 
Risley, Philadelphia. 

Clinical observation clarifies our view of ocular affections as- 
sociated with advanced cardiovascular disease in which the 
symptom complex comprises high arterial tension, but our un- 
derstanding of the etiological factors of this symptom complex 
are by no means clear or definite. In the vast majority of pa- 
tients suffering with cardiovascular disease with ocular affec- 
tions as a part of the general malady, no syphilis, tuberculosis or 
other known specific infection or intoxicating agent has been 
demonstrated. Careful study has made it reasonably certain 
that many unclassified forms of ill health are due to the accumu- 
lation of waste matter retained in the large intestine for con- 
siderable periods. The intestinal flora contains some microbes 
that damage the health. While the products of the intestinal 
flora are toxic, it is probable, also, that the microbes may them- 
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selves pass through the walls of the intestine and enter the blood- 
stream, to be carried to various organs, and there establish foci 
of infection. Local treatment is usually unavailing until the 
fermentation and putrefaction going on in the bowels is pre- 
vented. There is probably a definite relationship between the 
presence in the blood and tissues of certain end-products of a 
faulty metabolism and many localized forms of disease. The 
lymphoid and highly vascular structures of the body would be 
the first to manifest the presence of poisons or infecting agents 
in the blood or lymph stream. In some cases of serious ocular 
disease in which there is no demonstrable relationship to syphi- 
lis, tuberculosis or any other ztiological factor, the cause may be 
found in infections or toxic influences originating in the alli- 
mentary tract. 

Cilio-Retinal l’essels—Dr. Edward Jackson, Denver, Col. 

Such vessels have been observed in one thousand eyes, with 
notes of their position in each case. They are almost invariably 
arterial branches, and can usually be traced from their point 
of entrance into the optic nerve head. In doubtful cases, 
arteries may be distinguished from veins by noting which 
branches of the central retinal vessels they cross. Visible arte- 
rial pulsation under normal conditions appears to be more fre- 
quent in cilio-retinal branches than in branches of the central 
retinal artery. This may be due to their manner of entering 
the eyeball. 

DISCUSSION. 

Dr. Randall: It is certain that while the veins are far less 
frequently seen than are the arteries in this condition, they con- 
stitute a larger portion than is indicated by Dr. Jackson. While 
it is almost invariable that vein crosses vein, and artery crosses 
artery, this is not always so. 


A Double Coloboma (Nasal and Temporal) of the Optic Nerve 
and Sheath; Exhibition of a drawing —Dr. B. Alexander 
Randail, Philadelphia. 

Few other ophthalmoscopists have recorded this anomaly, in 
which there is a small marginal depression of the disk, into 
which vessels can usually be traced, and which presents a dark, 
bottomless appearance, instead of revealing the glistening white 
of the scleral sheath. The patient, a girl of fifteen years, had 
slightly subnormal vision and accommodation, with H.=1.5; and 
with clear media and fair fundus, alike in both eyes, except for 
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the anomaly of the disk in the left. The nerve-head was large 
and horizontally oval, with a pigment-bounded absorbing cres- 
cent to both the outer and the inner side. Close to this, at each 
lateral margin, was a greenish, dark fleck, which study showed 
to be a deep excavation, overhanging at the border, but shelving 
inward. The upper nasal vein and artery disappeared under 
the overhanging of the depression at the nasal side. No notable 
vessels emerged from or entered the outer depression. Both de- 
pressions seemed bottomless. 


A Case of Retinitis Pigmentosa Complicated by an Albuminuric 
Retinitis —Dr. T. B. Holloway, Philadelphia. 


The patient was a male, aged thirty-four, who dated the onset 
of his ocular trouble from an attack of measles that he had had 
at the age of nine years. Nephritis had been known to exist for 
about four years. Each eye showed lenticular and vitreous 
opacities. The disks were partially atrophic; and, in addition, 
the left disk had a distinct blurring of the temporal margins. 
The retinal vessels were contracted. In each macular region 
there was a stellate figure, and in the mid zone and periphery 
was a marked pigmentation characteristic of a retinitis pigmen- 
tosa. The fields were contracted to about 15°. 


A Case of Embolism of the Right Central Artery in a Boy Aged 
Eight Years——Dr. E. Gruening, New York City.. 

The case was examined twenty-four hours after the occur- 
rence of the blindness of the right eye, and showed the ophthal- 
moscopic picture of embolism of the central retinal artery. In 
the white zone surrounding the cherry-red spot there were 
numerous hemorrhagic patches. At present, white patches of 
peculiar appearance occupy the site of the macula. Embolism 
of the central retinal artery in children seems to be very rare. 
The secondary changes in the fundus are unusual. 

DISCUSSION. 

Dr. Alexander Duane, New York City: I had a case of 
bilateral partial embolism in a boy of fourteen, the patient being 
affected with heart disease. 

Dr. Gruening: The heart of my patient had been examined 
by a number of men. It was not enlarged; its beats were strong 
. and regular. 

Dr. William K. Rogers, Columbus, Ohio: A case of the kind 
once occurred in my own practice. The patient was a boy of 
ten years, who presented a characteristic picture of embolism 
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of the central artery, but it was accompanied with a history of 
endocarditis associated with chorea. 


Concerning the Position of the Lens and its Measurements with 
the Phakometer.—Dr. Lucien Howe, Buffalo, N. Y. 


The measurement of the angle alpha is usually the first step 
in determining the position of the two surfaces of the lens and 
the radius of curvature of each. I havea set of formulas for 
abbreviating the former difficult calculations. The position of 
the lens is frequently abnormal, and its abnormal position an1 
action are probably factors in painful accommodation. 


Congenital Deviations of the Eyes —Dr. Alexander Duane, New 
York City. 

The characteristic marks of a congenital deviation cannot 
always be relied upon. The most frequent forms of congenital 
deviation are the following; insufficiency cf the superior rectus, 
with or without secondary deviation ; insufficiency of the inferior 
rectus ; insufficiency of the external and internal rectus, usually 
combined so as to constitute a special syndrome. In most cases, 
the anatomical conditions underlying the deviations probably 
consist of aplasia or other defects of the muscles themselves. 
Contrary to what is generally supposed, the symptoms of con- 
genital deviation are often important and cause permanent in- 
convenience. They comprise obvious squint (which may be 
present at the outset or may not develop until late in childhood), 
torticollis, asthenopia, and aprosexia. The treatment consists 
in operation. Each case must be judged by itself. 

DISCUSSION, 

Dr. Samuel Theobald, Baltimore, Md.: What is the most 
trustworthy method by which to determine which muscle is at 
fault in a vertical deviation? Dr. Duane says that the fixation is 
sometimes with the faulty eye, and sometimes with the eye not 
at fault. I should like to know what procedure he follows. 

Dr. E. A. Shumway, Philadelphia: Dr. Duane, through his 
papers, has helped me in clearing up the diagnosis in a case upon 
which I recently operated. It was a shortening of the superior 
rectus of the right eye, with the use of the bad eye and a second- 
ary tilt upward of the other eye. I did an advancement of the 
superior rectus of the right eye, and later hope to do an opera- 
tion on the inferior oblique. 

Dr. Duane: I rely mainly, in congenital deviations, especially 
in small children, on the screen test. 
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Dr. Risley: I should like to have Dr. Duane tell me whether 
the tendency to close one eye or the other could indicate which 
eye is at fault. 

Dr. Duane: In the cases that I have seen the patients habit- 
ually closed the defective eye. 


The following are the officers for the ensuing year: 
President, Dr. Edward Jackson, of Denver, Colorado. 
Vice-President, Dr. Myles Standish, of Boston, Mass. 
Secretary-Treasurer, Dr. William M. Sweet, Philadelphia, Pa. 
Corresponding Secretary, Dr. Arnold Knapp, of New York City. 

The Society will meet next year on June 11th and 12th, prob- 
ably at Hot Springs, Virginia. 


BOOK REVIEWS. 


THe REFRACTION OF THE Eyr. A Manual for Students. By 
Gustavus Hartridge. With one hundred and ten illustra- 
tions. Fifteenth edition. Philadelphia, 1911. P. Blakis- 
ton’s Son & Co. Price $1.50. 

A book which has seen fifteen editions in seventeen years 
needs no further recommendation from us. Its usefulness and 
practical value for the student is well established. 


PracticAL MepIciNE Series. Volume III. The Eye, Ear, Nose 
and Throat. Edited by Casey A. Wood, M.D., A. H. 
Andrews, M.D., and Gustavus P. Head, M.D. Series 
1911. Chicago. The Year Book Publishers. 


This volume of the year book series of ten volumes is, as its 
title states, devoted to the progress in eye, ear, nose and throat 
diseases and their treatment. Like its predecessors this volume 
is of especial value to the general practitioner as a book of ref- 
erence in these specialties. 


MercK’s MANUAL OF THE MATERIA Mepica. A ready reference 
pocket book for the physician and surgeon. 4th edition. 
Merck & Co. St. Louis, 1911. 

This little booklet is filled with an astonishing amount of in- 
formation; it is a veritable pocket encyclopedia—but, of course, 
it is Merck’s. ALT. 
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ON THE TREATMENT OF INFECTIOUS CORNEAL 
ULCERS WITH HEATED AIR.* 


By Dr. A. Bourceots. 
Translated by A. Alt, M.D. 


This paper is suggested by an important communication made 
by Weekers to the Belgic Ophthalmological Society (May 29th, 
1910) entitled: “A new treatment of serpiginous ulcers of the 
cornea with heat,” and which is published in the Presse Médicale, 
August 27th, 1910. 

This communication ends with these lines: “Mr. Weekers 
has found in the literature no other statement regarding the 
heating of corneal ulcers than a note by Bourgeois (Annal. 
d’Ocul., July, 1899) who speaks of sterilizing the ulcer with 
hot air. The instruments he employs are very complicated and 
do not permit of measuring the temperature of the heated air; 
moreover, in his procedure the heating is not as well limited to 
the ulcerated portion of the cornea as it is with a cauter.” 

I waited, in order to rectify these propositions, till Weekers’ 
article should have appeared in extenso or have been analyzed 
by our ophthalmic journals. This I have not yet seen and it may 
be perhaps some time before it happens. 

I, therefore, think it of interest, having mentioned the princi- 
pal parts of Weeker’s work, to state what I think of the heated 
air, especially since I use it in all cases of corneal ulceration, 
from the first visit on, and since I have not used any other active 
therapy since 1899, which means for eleven years. The results 
obtained are truly remarkable and have been confirmed by a 
large number of colleagues who have been present at the applica- 
tion of this method. 

I hasten to say that the procedure is extremely simple, as may 
be judged right away. After my communication on this subject 
to the French Ophthalmological Society in 1899 and the publi- 
cation of my article in the Annales d’Oculistique, my sympa- 
thetic colleague, A. Terson (of Paris), made it known that he 
was a partisan of the employment of hot air in the treatment 
of ulcers of the cornea and he confirmed his opinion in article 
17 (Maladies de Oeil) of the Nouveau Traité de chirurgie of 
Le Dentu and Delbet. 

Thus we had the same idea at the same time. I think, I am 
the only one to persevere in its employment. Before entering 
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‘on some details, it seems useful to sum up the scientific consid- 
erations on the efficacy of this method as Weekers gives them in 
his paper. 

He states first that cultures of the pneumococcus are rendered 
sterile in 24 hours by a temperature of 42°, in 10 minutes at 
56° and instantly at from 65° to 70°. The same is the case with 
the Morax-Axenfeld diplobacillus which sometimes causes ser- 
piginous ulcers; the cultures of this microbe are killed in 5 
minutes at a temperature of 55°. 

In order to heat an ulcer Weekers uses the galvanocauter, 
heated to a medium heat. After cocain anesthesia the cauter 
is passed over the surface of the ulcer, as near as possible to it, 
but without touching the cornea, for from five to six minutes 
and this is repeated two or three times. 

One heating almost always suffices. It may be repeated if 
there is any doubt as to the progress of the ulcer. 

This manceuver produces a considerable leucocytosis as shown 
by the very abundant infiltration of the ulcer, the surface of 
which becomes covered with a thin white membrane. Thus 
phagecytosis is favored, which fortunate result is otherwise 
sought to be obtained, especially by serum. 

A remarkable result of the heating of the ulcer lies in the 
much greater transparency of the ensuing scar. The corneal 
lesion is reduced to a minimum. 

The healthy corneal tissue in the neighborhood of the ulcer is 
not altered by the heating. This operation causes no pain, and 
in consequence of it the pre-existing suffering is quickly abated. 

All these advantages vouchsafed by Weekers to his procedure, 
which rather makes use of the radiating heat, belong more espe- 
cially to the hot air, the efficacy and innocuousness of which 
seem to me to be even greater. 

The instrument used is well known; the rubber balloon for 
heated air as used by the dentists. It is very difficult to meas- 
ure exactly the degree of heat obtained. But it may be judged 
in the following manner: blowing the heated air for several 
seconds from a distance of one centimeter against a piece of 
white paper, this becomes yellow where the hot air strikes it; 
from a distance of two milimetres it becomes black and is car- 
bonized. Therefore, an energetic action has to be counted with. 

Here is the manner in which I proceed after cocain anesthesia 


has been accomplished. It is not absolutely necessary that the 


patient lies down, he may as well sit on a low chair in front 
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of the operator. The lids are held apart. The eye need not be 
held fixed. In the flame of an alkohol lamp the bent part of the 
metal tube, directed upward, is heated and air is aspired three 
or four times, which gets heated very quickly when passing 
through the hot tube and accumulates in the rubber balloon. This 
is done quite close to the patient, in order to get as quickly as 
possible to the cornea with the point of the tube. The balloon 
then is gently compressed with the thumb as if to empty it, and 
the whole surface, so to speak, is sprinkled over and at once it 
becomes white. If it seems to be of advantage the operation may 
be repeated after a short interval, even the whole healthy cornea 
around the ulcer may be heated. 

The progress of the ulcer is very quickly arrested. The 
microbes are absolutely killed by the hot air which has entered 
the ulcerous surface at aH points without affecting the healthy 
cornea. 

If there is a hypoyon, it is quickly absorbed, and it is in most 
cases not necessary to remove it. 

But the heating is not all, of course. The other usual treat- 
ments must be added to it, foremost the treatment of the lacri- 
mo-nasal passages, by irrigation -with cyanide of mercury or 
protargol ; the curettement or destruction of the lacrimal sac, if 
the irrigations do not appear to act sufficiently. Before applying 
the hot air I recommend washing-out carefully the retrotarsal 
folds of the conjunctival sac and the surface of the ulcer with 
boiled or hot sterilized water. After the heating iodoform or 
airol or xeroform may be powdered on. Then a classic occlusion 
bandage is put on which usually is renewed every twenty-four 
hours. 

When a paracentesis of the cornea has been necessary on ac- 
count of the volume of the hypopyon or the slowness of its ab- 
sorption, it is followed by the washing out of the anterior cham- 
ber with artificial aqueous humor, as I have stated in 1899 in 
my article in the Annales d’Oculistique. 

The iris must be taken care of and atropine be instilled to 
prevent or remove synechiz. 

When an ulcer of the cornea has from the beginning been 
treated by this method, its healing is quickly obtained and with 
a corneal scar almost imperceptible and interfering very little or 
not at all with vision. 

As far as I am concerned, I apply the hot air to all cases of 


* corneal ulcer without distinction as soon as the patients present 
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themselves, yet, of course, one can never exactly tell how a 
corneal ulcer will behave. 

I employ the same method and always with success in all cases 
of infected wounds of the eyeball when the infection is still 
superficial. I do not refer to cases of threatening or growing 
panophthalmitis which call for subconjunctival injection of 
cyanide of mercury. 

As I said before, I have used the hot air treatment of corneal 
ulcers since 1899 which with an average of twenty cases per 
year makes more than 200 cases. Since it is impossible here to 
analyze all of them, we may divide them into three categories: 

1. Ulcerations without apparent infection of the lacrimal 
passages; they would heal undoubtedly with occlusion alone. 
Yet, the hot air immediately stays their progress, they last there- 
fore a much shorter time; they leave no macula or it is insignifi- 
cant. 

2. There is a medium degree of purulence in the lacrimal 
passages; the ulcer develops rather slowly, but it would surely 
keep on growing, if its pregress is not halted; here the heating 
is most efficacious and brings about a speedy cure with a hardly 
visible scar. 

3. The infection is at its maximum as regards the lacrimal 
passages and the ulcer, which is of extreme gravity. In this case 
complete success is not always obtained. But perforation may 
be prevented and a small portion of healthy cornea may be 
saved for a future optical iridectomy. Sometimes the leucoma 
covers the whole cornea. Thus the eye has been saved through 
the stopping of the corneal ulceration. I have not had a single 
case of deep invasion necessitating either exenteration or later 
on enucleation of the atrophied eyeball. 

I therefore come to the same conclusions as did Weekers in 
ending his excellent paper, but based on a much more consider- 
able number of cases. This long practice gives me the right to 
praise and recommend the method of heating infectious ulcers 
of the cornea, especially by means of hot air, the simplicity of 
the application and instruments of which I have shown. 

The use of hot air or of superheated air by means of little 
complicated apparatus which can easily be modified according to 
the inventive genius of the operator, is well known in general 
therapy. 


ABSTRACTS FROM MEDICAL LITERATURE 
By J. F. SHoemaker, M.D., 
ST. LOUIS, MO. 


THE POST-OPERATIVE HISTORY OF EIGHTEEN 
CASES OF MAGNETIC FOREIGN BODIES RE- 
MOVED FROM THE EYE BY THE 
HAAB OR GIANT MAGNET. 


Charles Stedman Bull (Trans. Am. Oph. Soc., 1910) reports 
briefly the histories of eighteen cases in which the Haab mag- 
net was used to extract a piece of iron or steel from the eye, 
after it had been located by the aid of the X-rays. The foreign 
body was successfully removed in seventeen of the cases while 
the attempt at removal was unsuccessful in one case. In seven 
of the cases the extraction was made through the original 
wound while in ten it was by a different route. The foreign 
body was located in the vitreous in eight cases and in the fundus 
in ten cases. Cataract developed in eight cases. A shrunken 
globe occurred in six cases, sympathetic ophthalmia in eight 
cases, and it was necessary to enucleate the globe in ten cases. 
Permanent useful vision was not retained in a single case. From 
his studies of these cases and a large number of other cases 
already published by different authors, he makes the following 
observations : 

First. The foreign body should be located, and an attempt 
made for its extraction as soon as possible after the accident, in 
order to lessen the dangers of infection. 

Second. When the wound of entrance is in the anterior seg- 
ment of the eye, and the foreign body has been located in the 
vitreous or fundus, no attempt should be made to draw it for- 
ward by the Haab magnet through the wound of entrance. It 
seems far wiser to make an incision through the sclera at the 
nearest point to the location of the foreign body, and extract it 
by means of the small magnet. 

Third. These eyes are all suffering from the shock of the 
original accident, and we have not properly appreciated the 
severity of the shock of applying the giant magnet and forcibly 
drawing the foreign body through the delicate tissues already 
seriously injured. 


254 


Abstracts from Medical Literature. 255 


Fourth. These eyes are all in a dangerous condition, and the 
prognosis must always be unfavorable, with the great danger 
of sympathetic ophthalmia developing. 

Fifth. If infection has already begun, the eye should be 
enucleated at once. 

Sixth. While the prognosis in these cases is always very 
grave, it is better when the foreign body is lodged in the vitreous 
than when it is lodged in the retina, or ciliary body. 

Seventh. Great care should be exercised in the application of 
the giant magnet, for more injury may be done by the fragment 
of iron or steel being drawn through the tissues by the magnet 
than was caused by the original accident. 

Eighth. If the attempted extraction fail, it is better to enu- 
cleate the eye at once. 

Ninth. Even after a successful extraction, useful vision 
will be permanently lost in the majority of cases and enucleation 
will be necessary in order to save the fellow eye. The danger 
of sympathetic inflammation is ever present, and a general in- 
sidious uveitis may develop months, and even years, afterward, 
and extend to the fellow eye. 


FINDINGS IN FUNDUS OF THE EYE IN INHERITED 
SYPHILIS. 


A. Japha (Deutsch Med. Woch., March 23, 1911) has made a 
practice of having the fundus of the eye examined in every in- 
fant showing a tendency to nervous disturbances, at the poly- 
clinic in his charge. Among 1,350 ophthalmic patients, in 1909, 
there were twenty cases of abnormal retina in infants with in- 
herited syphilis, thus in 1.5 per cent. He found further that 
fully 66 per cent. of infants with inherited syphilis present 
anomalies in the fundus. Sometimes, with the Wassermann 
reaction, they are the only signs of the disease and they explain 
in many cases the convulsions, restlessness and constant crying 
of the infants. The findings in the fundus are generally bilat- 
eral but not always equally severe in both eyes. By this syste- 
matic examination, the optic neuritis is detected in its early 
stage, before it has reached the advanced phase. A _ peculiar 
rolling of the eyes, blinking or squint sometimes attracted atten- 
tion to the eyes, or photophobia and twisting the head to one 
side and trembling of the eyelids. The prognosis of the eye 
disturbance is favorable if treatment is promptly instituted; 
rapid improvement followed in nearly every instance after a 
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course of mercurial treatment. For this he preferred internal 
administration of from 0.005 to 0.01 gm. of mercury protoiodid 
twice a day in two or three fifty-day courses. Recurrence was 
never observed although a number of the children were kept 
under supervision for years. Hirschberg, however, has ob- 
served recurrences at the ages of 13, 14 and 22. He only found 
one case of retinal changes from inherited syphilis in 1,000 
ophthalmic patients. Among the typical cases reported by 
Japha is that of an infant whose only trouble was that it cried 
a great deal, especially at night. At the age of 3 months the 
eyes were examined and an areolar choroiditis was discovered. 
As soon as antisyphilitic treatment was started the child ceased 
crying.—Jr. A. M. A. 


ARE WE IN DANGER OF TRACHOMA? 


Aaron Brav (N. Y. Med. Jr., March 4, 1911), from his study 
of this subject suggests the following conclusions: 

1. Trachoma is a disease not so contagious as it has been 
thought to be. 
. It is comparatively infrequent in Philadelphia. 
. Usually only mild cases come to our observation. 
There is no trachoma problem in our country. 
Trachoma does not thrive in civilized surroundings. 
Trachoma is a curable disease. 
Only neglected cases terminate in a reduction of vision. 
In this country, it never leads to total blindness, except, 
perhaps, among the Indians. 

9. Laws on this subject need not be oppressive. 

10. Science makes no difference between employer and em- 
ployee, between alien, naturalized, or inborn citizens. 

11. Trachoma is not on the increase, but rather on the de- 
crease. 

12. A Trachoma Institute, for the purpose of investigating 
the various aspects of this disease, already exists in Philadelphia. 

13. And, finally, to create fear among the lay people as to the 
existence of imminent -danger resulting from trachoma, which 
is purely imaginary, is entirely unscientific and harmful to the 
best interests of the community. 
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